Educational Presentation to Increase Primary Care Pediatric Provider Knowledge on Deployment Stress in Preschool Aged Children by Assoon-Broady, Siobhan & Assoon-Broady, Siobhan
EDUCATIONAL PRESENTATION TO INCREASE PRIMARY CARE 
 
PEDIATRIC PROVIDER KNOWLEDGE ON DEPLOYMENT STRESS  
 
IN PRESCHOOL AGED CHILDREN 
 
by 
 
Siobhan Assoon-Broady 
 
 
 
 
________________________ 
Copyright © Siobhan Assoon-Broady 2019 
 
 
A DNP Project Submitted to the Faculty of the 
 
COLLEGE OF NURSING 
 
In Partial Fulfillment of the Requirements 
 
For the Degree of 
 
DOCTOR OF NURSING PRACTICE 
 
In the Graduate College 
 
THE UNIVERSITY OF ARIZONA 
 
 
 
 
 
2 0 1 9 
  
 
 
2 
 
  
 
 
3 
ACKNOWLEDGMENTS 
I am heartily thankful to my chair, Gloanna Peak, PhD, RN, CPNP. Without her expertise, 
guidance and constant reminders that “the best DNP project is a completed DNP project” this 
DNP project would have not been completed. Dr. Peek, “I can save the world later.”  
I would like to express my gratitude and sincere appreciation to all of my committee 
members whom supported me by providing their time, energy, and feedback leading to the 
completion of my DNP project and a thorough understanding of the Doctoral of Nursing Practice 
Essentials.  
I owe my deepest gratitude to my family, friends and colleagues, whom provided constant 
words of encouragement and support throughout the entire process of obtaining my Doctorate 
degree. 
In closing, I give honor, glory, and praise to my God in providing me the strength needed 
to achieve this milestone in my life.  
 
 
  
 
 
4 
DEDICATION 
It is my honor to dedicate this project to all serving in the military; to include those not 
easily recognized out of uniform. To all the civilian wives, husbands, grandparents, and brave 
children; may your sacrifices never be hidden but recognized.  
To my husband, Ryan. Thank-you for all that you have sacrificed in order to provide for 
our family and protect our freedom. You have given me the opportunity to grow as a mother, 
wife, and friend. To my children, Xailin and Rowan, whose personal experiences have inspired 
this project, may you continue to be resilient and courageous.  
Lastly, I cannot express in words my gratefulness and heart filled thanks to my parents, 
Earl and Debbie, whom have scarified precious time away from each other on countless 
occasions to provide stability, comfort, support, and encouragement for me and my children.
  
 
 
5 
TABLE OF CONTENTS 
LIST OF FIGURES .........................................................................................................................8 
LIST OF TABLES ...........................................................................................................................9 
ABSTRACT ...................................................................................................................................10 
INTRODUCTION........................................................................................................................11 
Background and Significance .....................................................................................................11 
Clinical Problem...........................................................................................................................12 
Local Problem ..............................................................................................................................13 
Envisioned Improvement ............................................................................................................14 
Study Question .............................................................................................................................14 
THEORETICAL FRAMEWORK AND SYNTHESIS OF EVIDENCE ...............................14 
Theoretical Framework ...............................................................................................................14 
Star Point 1: Discovery ....................................................................................................16 
Star Point 2: Summary ....................................................................................................17 
Star Point 3: Translation .................................................................................................17 
Star Point 4: Integration .................................................................................................17 
Star Point 5: Evaluation ..................................................................................................18 
Concepts and Definitions .............................................................................................................18 
Preschool-aged Child .......................................................................................................18 
Primary Care Provider....................................................................................................18 
Deployment .......................................................................................................................18 
Deployment Stress ............................................................................................................18 
Deployment Phases ..........................................................................................................18 
Pre-deployment. ...................................................................................................19 
Deployment. ..........................................................................................................19 
Reintegration. .......................................................................................................20 
Attachment Theory ......................................................................................................................20 
Synthesis of Evidence ...................................................................................................................21 
Preschool Behaviors .........................................................................................................21 
  
 
 
6 
TABLE OF CONTENTS – Continued 
Internalizing Behaviors ...................................................................................................22 
Externalizing Behaviors ..................................................................................................22 
Parental Coping ...............................................................................................................23 
Child Maltreatment .........................................................................................................23 
Provider Knowledge ........................................................................................................24 
Strengths .......................................................................................................................................25 
Weaknesses ...................................................................................................................................26 
Gaps in the Literature .................................................................................................................26 
METHODS ...................................................................................................................................27 
Design ............................................................................................................................................27 
Setting............................................................................................................................................27 
Participants ...................................................................................................................................27 
Intervention ..................................................................................................................................28 
Data Collection .............................................................................................................................28 
Data Analysis ................................................................................................................................29 
Ethical Considerations.................................................................................................................29 
Respect for Persons ..........................................................................................................29 
Beneficence .......................................................................................................................30 
Justice ................................................................................................................................30 
RESULTS .....................................................................................................................................30 
Description of Sample ..................................................................................................................30 
Pre-Test and Post-Test Data .......................................................................................................31 
Common Themes .........................................................................................................................31 
DISCUSSION ...............................................................................................................................32 
Future and Clinical Practice Implications .................................................................................35 
Strengths and Limitations ...........................................................................................................37 
Relevance to DNP Essentials .......................................................................................................38 
Conclusion ....................................................................................................................................39 
  
 
 
7 
TABLE OF CONTENTS – Continued 
APPENDIX A: REVIEW OF THE LITERATURE ....................................................................41 
APPENDIX B: PRE-TEST SURVEY .........................................................................................65 
APPENDIX C: POST-TEST SURVEY .......................................................................................68 
APPENDIX D: DISCLOSURE FORM........................................................................................71 
APPENDIX E: LETTER OF SUPPORT .....................................................................................73 
APPENDIX F: INVITATION AND DISCLOSURE E-MAIL ...................................................75 
APPENDIX G: DETAILED POWERPOINT OUTLINE ............................................................77 
REFERENCES ..............................................................................................................................79 
 
  
 
 
8 
LIST OF FIGURES 
FIGURE 1. ACE star model of knowledge transformation. .....................................................16 
 
  
 
 
9 
LIST OF TABLES 
TABLE 1. Descriptive data of participants................................................................................31 
TABLE 2. Pre-test and post-test data. .......................................................................................31 
 
  
 
 
10 
ABSTRACT 
Background: Military preschool children are more inclined to experience negative outcomes 
when faced with multiple military deployments. Civilian providers lack knowledge of military 
culture resulting in missed opportunities to screen, assess and offer anticipatory guidance to 
counter deployment stress. 
Purpose: The purpose of this DNP project was to determine if an online educational presentation 
of deployment stress symptomology in preschool children would increase primary care pediatric 
provider knowledge of deployment stress. 
Methods: An online educational presentation was sent via email to a convenience sample of 
pediatric primary care providers employed at United Community Health Centers. Included were 
a pre-test and post-test to evaluate provider knowledge gain.  
Results: A one group pre-test and post-test analysis of the mean scores were conducted. Only 
33% of participants completed all materials. Due to the low response rate (N=2), there is no 
statistical data inferring the beneficial use of an online educational presentation to increase 
pediatric provider knowledge of the signs and symptoms of deployment stress in preschool 
children. 
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INTRODUCTION 
Background and Significance 
Nearly two million children in the United States have at least one parent in the military 
and 49% of those children are age six years and younger (Department of Defense [DoD], 2010). 
Current research suggests that children in military families have significantly more mental health 
problems to include: anxiety, depression, externalizing behavior problems, suicidal ideation, and 
substance use than children in non-military families (Chandra, Martin, Hawkins, & Richardson, 
2010; Creech et al., 2014; Sogomonyan & Cooper, 2010). Osofsky and Chartrand (2013) suggest 
that preschool children in military families are an exceedingly vulnerable population and have a 
unique set of psychosocial needs that are magnified during deployment. Current research 
supports that the impact of deployment on families, and especially children, is a critical concern 
(Cozza, 2011). 
The first study of deployment stress in children was published by, Jensen, Martin, and 
Watanabe in 1996. The authors of this study reported children with a deployed parent 
experienced elevated levels of emotional and psychosocial disturbances. Separation from a 
parent during childhood, in general, has been shown to elevate the risk for a range of acute and 
long-term emotional and behavioral problems (Averdijk, Malti, Eisner, & Ribeaud, 2012). 
Pexton, Farrants, and Yule (2018) report that developmental age and a previous history of 
behavioral problems or mental illness can further exacerbate deployment stress in the child. 
Several studies highlight preschool children are particularly vulnerable to deployment stress and 
that effects of deployment on the preschool children are most often manifested as behavioral 
changes (Trautmann, Alhusen, & Gross, 2015; Sogomonyan & Cooper, 2010; Paris, Devoe, 
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Ross, & Acker, 2010; Mustillo, Wadsworth, & Lester, 2016). Research shows preschoolers have 
the cognitive capacity to process the separation from the deployed parent and the psychological 
capacity to grieve the loss of the deployed parent (Trautmann et al., 2015). Several studies report 
children aged 3- to 5-years with a deployed parent show significantly higher internalizing 
behaviors (i.e., crying, sadness, anxiety, somatic complaints & worrying), externalizing 
behaviors (i.e., temper tantrums, screaming, & uncooperative behaviors), and an increase in total 
symptom scores on the Child Behavior Checklist (Charthand, Frank, White, & Shope, 2008; 
Johnson & Ling, 2013; Mustillo et al., 2016; Flake et al., 2009).  
Clinical Problem 
To better understand the impact of deployment on the military child, in 2010 the 
Department of Defense (DoD) performed a 12-month comprehensive assessment to analyze the 
relationship of deployment cycles on the military-connected-child (MCC) (DoD, 2010). This 
comprehensive assessment concluded that children’s reactions to deployment-related parental 
absence, vary by age and developmental stage. In addition, this study found that children five 
years of age and younger are more susceptible to the effects of parental deployment than older 
children. A study by Barker and Berry (2009) found that preschool children with a deployed 
parent experienced problematic attachment behavior such as attention seeking, clinginess, and 
repeatedly asking where the absent parent was. Several studies on preschool children both found 
an increase in reports of behavior problems during parental deployment and that the reports of 
behavior problems increased with the number of parental deployments (Barker & Berry, 2009; 
Chartrand et al., 2008; Sogomonyan & Cooper, 2010). Multiple studies suggest that preschool 
children with a deployed parent, experience more emotional and behavioral problems than 
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children without a deployed parent (Barker & Berry, 2009; Chartrand et al., 2008; Flake et al., 
2009; Gewirtz et al., 2014; Sogomonyan & Cooper, 2010). Current research suggests that 
preschool children are vulnerable to deployment stress since they are most dependent on their 
parents’ physical and emotional availability for attachment and provisions needed for daily 
living—thus increasing emotional disturbances. In addition, researchers convey that the 
preschool-aged child has limited ability to comprehend their military parents’ lengthy absence 
(Chartrand, Frank, White, & Shope, 2008). Preschool children cannot process the abstract 
concept of time. According to developmental theorist Piaget, preschool children are in a stage of 
pre-operational thought—unable to decipher logical processes, reverse or separate ideas. 
Children do not adopt logical thinking until the age of seven years (Burns et al., 2017). The 
current research highlights the critical concern of recognizing the impact of deployment stress on 
families, in particular to young children (Cozza, 2011). 
Local Problem 
Davis-Monthan Air Force Base located in Tucson, Arizona has approximately 6,500 
military members, 8,427 family members and 323 reservists stationed either on base or the 
surrounding communities (Gassen & Wichner, 2015). It is estimated that there are currently 700 
children of military parents at Davis-Monthan Air Force Base. These children receive primary 
care via both base providers as well as civilian providers. 
There are currently no specific guidelines for providers regarding the recognition of the 
signs and symptoms of deployment stress in preschool-children. An evidence-based educational 
program for pediatric primary care providers is the first step in increasing knowledge of the signs 
and symptoms of deployment stress in the preschool-child and can be tested as a pilot study. 
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Envisioned Improvement 
The purpose of this Doctor of Nursing (DNP) project was to increase primary care 
pediatric providers’ knowledge on recognition of deployment stress in preschool-children. 
Therefore, the aim was a three-fold process; educate primary care pediatric providers regarding 
the recognition of the signs and symptoms of deployment stress in preschool children; validated 
screening tool education to identify military children and assess deployment stress in preschool 
children and reinforce resources to assist military family and children with deployment stress. A 
signs and symptoms of deployment stress in the preschool child evidence-based educational 
presentation was developed and presented to primary care pediatric providers. The key 
stakeholders involved in this DNP project were the primary care pediatric providers, the 
caregivers, and the preschool child.  
Study Question 
The study question for this DNP project was: ‘Does completion of an evidence-based 
educational presentation on deployment stress in the preschool child, increase provider 
knowledge on recognizing signs and symptoms of deployment stress in the primary care 
pediatric setting?’  
THEORETICAL FRAMEWORK AND SYNTHESIS OF EVIDENCE 
Theoretical Framework 
Translating evidence into practice can be a daunting and unsuccessful experience if not 
lead by theoretical underpinnings or selection of a framework (Stevens, 2013). Frameworks 
guide the delivery of new knowledge to be integrated into an existing system; the aim is to 
benefit the patient by imposing meaningful change with measurable outcomes (Stevens, 2013). 
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The selection of a framework is specific to the environment in which the quality improvement is 
transforming (Stevens, 2013). In addition, the framework must support how the target audience 
comprehends, processes, and utilizes the knowledge to obtain clinical decisions (Stevens 2013). 
The ACE Star Model of Knowledge Translation (Star Model) was utilized to aide this DNP 
project on increasing primary provider recognition of the signs and symptoms of deployment 
stress among preschool children. 
The ACE Star Model was first developed by Dr. Kathleen Stevens at the University of 
Texas Health Science Center (Stevens, 2012). The purpose of the ACE Star Model, or Star 
Model, is to seamlessly integrate current evidence into practice. The Star Model accomplishes 
this, by encompassing a new holistic concept, nurtured by both old and new knowledge, while 
simultaneously accounting for the various relationships between stages of knowledge 
transformation (Stevens, 2012). The Star Model contains a five-step cyclic systematic approach 
depicted as the five points of a star with each point representing a stage of knowledge 
transformation: 1) Discovery, 2) Summary, 3) Translation, 4) Integration, 5) Evaluation 
(Stevens, 2012). All five steps of the ACE Star Model will be utilized as the framework for this 
DNP project. The five points of the ACE Star Model are identified in Figure 1.  
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FIGURE 1. ACE star model of knowledge transformation (Stevens, 2002). 
Star Point 1: Discovery 
Discovery Research is point 1 of the ACE Star model and is the development of new 
knowledge on the specific topic of deployment stress in the preschool child. For this phase, a 
PICO question (Problem – Intervention – Comparison – Outcome) was developed as guidance to 
search the literature. This step leads to the discovery of old and new knowledge which informed 
the intervention. The key terms utilized in the literature where, deployment stress, preschool 
child, provider’s knowledge, and military. The literature search for this DNP project is presented 
in Appendix A.  
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Star Point 2: Summary 
The second point of the Star Model is the Evidence Summary which builds upon the 
Discovery Research phase and collectively summarizes the findings of the literature review 
(Stevens, 2012). The goal of this stage is to identify and summarize evidence-based knowledge 
into a manageable table to extract themes within the literature (Abbot et al., 2006). This phase 
can also generate new knowledge by summarizing the current evidence. Point 2 of the Star 
Model was completed for this DNP project with a review and summary of the literature on signs 
and symptoms of deployment stress in the preschool child, and the pediatric provider’s 
knowledge on deployment stress symptomology. 
Star Point 3: Translation  
Translation is the third point in the Star Model and is directed at packaging the 
summarized literature into concise content. The content targets a specific population and setting 
and informs practice by suggesting recommendations to integrate into clinical practice (Abbot et 
al., 2006). For this DNP project, point 3 of the Star Model was the development of an evidence-
based education for primary care pediatric providers on deployment stress in preschool-aged 
children.  
Star Point 4: Integration 
Point 4 of the Star Model is Implementation. For this DNP project, Star Point 4 was 
accomplished with the implementation of an evidence-based educational presentation at a 
pediatric primary care setting. This step involved acquiring knowledge to create a sense of 
urgency and facilitate change. The environment needed to be one that can nourish the desire to 
sustain the change (Abbot et al., 2006).  
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Star Point 5: Evaluation 
Evaluation is the final phase of the Star Model. During this phase, knowledge 
transformation was evaluated. (Stevens, 2002). For this DNP project, the educational 
intervention was evaluated with a pre-test/post-test.  
Concepts and Definitions 
Preschool-aged Child 
The preschool-aged child is defined as a child 3- to 5-years of age. Preschool-aged 
children are identified within the literature as the most significant developmental age group 
affected by deployment stress (DoD, 2010).  
Primary Care Provider  
The pediatric primary care providers are physicians and nurse practitioners. 
Deployment  
Deployment is the movement of troops to a place or position for military action. 
Deployment is defined as the absence of the serviceman from his home station. The duration of 
deployment is variable based on military action (Padden & Posey, 2013).  
Deployment Stress 
Deployment stress is the emotional/behavioral expressions experienced during 
deployment. For the child, deployment stress is the response to a parent’s absence (Siegal & 
Davis, 2013; Chartrand et al., 2008).  
Deployment Phases 
The deployment cycle is a cyclic process broken into three phases: pre-deployment, 
deployment, and reintegration. Each phase is distinct and associated with their own unique 
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stressors and symptoms of deployment stress seen in the military family (Padden & Posey, 
2013).  
Pre-deployment. The pre-deployment phase can last up to three to six months before the 
actual deployment. The preschool children can have increased defiance and frustration, 
regression in developmental stages and demand more attention during the pre-deployment phase 
(Liberman & Van Horn, 2013). 
Deployment. Deployment lasts for a specific duration of time ranging anyway from six 
to 18 months. Research suggests the preschool child’s initial reactions to deployment are directly 
associated with the non-deployed caregivers psychosocial functioning (Johnson & Ling, 2012). 
In addition, the preschool child’s capacity to comprehend parental absence is limited (Agazio, 
Goodman, & Padden, 2014). Preschoolers can be overwhelmed with a sense of confusion on the 
departure of their parent and are unable to grasp the understanding of time due to their 
developmental age (Agazio, Goodman, & Padden, 2014). Another factor impacting deployment 
stress in the preschool child is the drastic changes that can occur in the rapidly growing child 
during a lengthy parental deployment. It is not uncommon for returning parents to reunite with a 
child who is not only physically and developmentally different from the child they left at 
deployment, but also the potential that the preschool child will have no memory of their parent or 
their relationship from which to draw on for providing nurturance and discipline (Defense 
Advisory Committee on Women in the Services, 2004). Increased risk of child maltreatment, 
increased parent stress, and poor psychosocial coping in preschool children was identified during 
the pre-deployment phase (Taylor et al., 2016; Aranda et al., 2011). 
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Reintegration. The reintegration phase can be one of the most difficult and complicated 
phases for the military family. The service member is returning home with expectations that 
everything will return to “back to normal.” However, new routines and change in roles have 
formed in their absence changing the family dynamics (Gewitz & Zamir, 2014). In preschool 
children, the reunification can be stressful, especially if the preschool does not recognize their 
returning parent (APA Task Force, 2007). During reintegration, the preschool child may display 
emotions of happiness and excitement with bursts of anger (Trautmann et al., 2015).  
Attachment Theory 
Attachment theory was first developed and published by John Bowlby’s in 1958. He used 
psychoanalysis and ethological notions to describe the behavior of children in relation to their 
bound with their primary caregiver (Bowlby, 1969). Attachment theory builds upon the concepts 
of Sigmoid Freud’s developmental psychology in addition, to Piaget’s cognitive and social 
development. Bowlby emphasizes excessive separation anxiety can be a result of repeated 
episodes of abandonment and the attachment behavioral system is associated with the positive 
social interaction of the caregiver (Bretherton, 1992; Ainsworth, 1979). In addition, the poor 
attachment can later impact future attachment behaviors due to inadequate bonding in childhood 
(Bretherton, 1992; Bowlby, 1969). Mary Ainsworth superseded John Bowlby and has 
complemented his work by testing his theory by empirical studies and has further expanded the 
theory on the infant and mother attachment patterns correlating the availability and sensitivity 
behaviors of the mother to the child’s behavior pattern (Bretherton, 1992).  
  
 
 
21 
Synthesis of Evidence 
The first step in identifying gaps is to perform a systematic search and synthesis of the 
current literature. Research of the literature on deployment stress in children was conducted 
using PsychoINFO, Pubmed, and CINAL databases. Keywords used in this literature search 
were: military deployment, deployment stress, preschool child, and provider knowledge. The 
research timeframe was limited to include studies completed within the last five to ten years. 
Additionally, literature from the era of ODS was included since this was the initial identification 
of deployment stress in preschool children. 
A total of 13 articles were found on the signs and symptoms of deployment stress in 
preschool children. Of these 13 articles, there was one meta-analysis, three systematic reviews, 
six cross-sectional studies, one descriptive study, one expert opinion, and one qualitative study. 
The major themes identified in the review of the literature included preschool behaviors 
about internalizing and externalizing behaviors, parental coping, child maltreatment and provider 
knowledge of deployment stress. 
Preschool Behaviors 
Preschoolers may be more aware of a parent's absence but still possess limited resources 
for understanding and coping with such a significant stressor (Trautmann et al., 2015). For 
example, preschoolers lack the ability to formulate appropriate questions about their parent's 
absence and they have greater difficulty inhibiting/altering their own emotional responses 
(Barker & Berry, 2009). Studies propose that preschool children with a deployed parent showed 
increased behavior problems during deployment and increased attachment behaviors at reunion 
compared with children whose parents had not experienced a recent deployment (James & 
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Countryman, 2012; Sogomonyan & Cooper, 2010; Mustillo et al., 2016). How the preschool 
child internalizes the physical separation from their loved one during deployment can dictate 
how he/she will establish other relationships in the future (Osofsky & Chartrand, 2013) 
Internalizing Behaviors 
Internalizing behaviors are a reflection of the child’s internal environment and are a 
natural behavioral response to stressful stimuli, such as the deployment of a caregiver (Johnson 
& Ling, 2013; Charthand et al., 2008; Flake et al., 2009). In the preschool-aged child, 
internalizing behaviors can be manifested as crying, sadness, anxiety, somatic complaints, and 
worrying (Charthand et al., 2008; Johnson & Ling, 2013; Flake et al., 2009). Several studies state 
that deployment stress in preschool children is exhibited as internalizing behaviors (Trautmann, 
et al., 2015; Osofsky & Chartrand, 2013) 
Externalizing Behaviors 
Externalizing behaviors are behaviors in how the child responds to their outward 
environment (Johnson & Ling, 2013; Charthand, Frank, White, & Shope, 2008: Johnson & Ling, 
2013; Flake et al., 2009). Externalizing behaviors can be displayed as acting out behaviors and 
are a common response to stressful stimuli such as a caregiver deployment. For the preschool 
child, externalizing behaviors can be manifested as temper tantrums, screaming, and 
uncooperative behaviors (Johnson & Ling, 2013; Charthand et al., 2008: Johnson & Ling, 2013; 
Flake et al., 2009; Bello-Uto & Desoci, 2015). Osofsky and Chartrand (2013), use the attachment 
theory to explain the outburst of anger as a result of the loss of an established relationship. The 
physical loss of an important caregiver at a young age creates anxiety and eventually contributes 
to externalizing behaviors with an expression of anger.  
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Parental Coping 
Several studies suggest that caregiver coping is linked to the psychosocial functioning of 
the military child (Johnson & Ling, 2013; Lester et al., 2016; Sogomonyan & Cooper, 2010; 
Strane et al., 2017; Trautmann & Gross, 2015). A study by Lester et al. (2016), found that 
preschool-aged children displayed higher levels of general anxiety and social anxiety which 
correlated to their caregiver’s reports of increased depression. Expert opinion from authors, 
Osofky and Chartrand (2103), used the basis of the attachment theory to explain that young 
children are at increased risk of poor resilience when the adult is challenged with depression, 
anxiety, parenting stress, and suffering an ambiguous loss. Attachment theory was first coined by 
John Bowlby and emulated by Mary Ainsworth whose work focused on explaining the 
attachment or “concept of security” between a mother (primary caregiver) and a child. 
Attachment theory has been used throughout literature to define the impact on the psychosocial 
behavior of the child when the attachment is interrupted or not formed (Bretherton, 1992). 
Furthermore, Osofky and Chartrand (2013) declare young children are at risk for neglect or 
maltreatment by the impaired adult as well as increased emotional and behavioral issues. 
Parental coping is reported across studies to have a positive correlation to deployment frequency 
and duration. In addition, increased deployment frequency and duration negatively affect the 
emotional availability of the parent, thus affecting the parent-child relationship (Trautmann & 
Gross, 2015; Creech et al., 2014; Bello-Uto & DeSocio, 2015). 
Child Maltreatment 
Child maltreatment is a risk factor for young military children; a recent meta–analysis 
study found military children < 4 years of age to be at greater risk for maltreatment and neglect 
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compared to older military children (Trautmann et al., 2015). In accordance, several studies 
highlight the risk of maltreatment of the preschool child in the six-month period after parental 
deployment (Taylor et al., 2016; Strane et al., 2017). Talyor et al. (2016), further discovered in 
their research of US Army families with children < 2 years of age that the risk for maltreatment 
was increased with deployment frequency — a two-fold increase. This increase in child 
maltreatment occurred during the specific deployment phase of the deployment cycle. 
Deployment stress within the family poses several stressful events within the family unit; 
increased rates of mental health, domestic violence, and marital difficulties have been 
highlighted (Sogomonyan & Cooper, 2010). These issues position young children to be at 
increased risk of maltreatment and highlights the significant negative effect of the parent and 
child relationship. (Taylor et al., 2016; Sogomonyan & Cooper, 2010). Osofsky and Chartrand 
(2013), found an increase in cases of maltreatment and neglect in young children with young 
parents during parental deployments which strongly correlated to the parental report of increased 
stress. Strane et al. (2017), found further implications of higher risk of maltreatment associated 
with particular familiar characteristics; diagnosis of mental illness prior to deployment, the 
soldier being of women gender, and the child requiring special needs or being born prematurely. 
In addition, evidence suggests that the rates of child maltreatment among military children have 
surpassed the rate of child maltreatment in civilian children (Rossiter, Dumas, Wilmoth, & 
Patrician, 2016). 
Provider Knowledge 
Over half of military children receive medical or mental health services from civilian 
providers (Siegel & Davis, 2013). However, recent studies found a lack of provider knowledge 
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concerning deployment stress and its impact on the preschool child (Murphy & Fairbank, 2013; 
Siegel & Davis, 2013). Subsequently, Sigel and Davis (2013) note that pediatric providers felt 
ill-equipped to manage the psychosocial and behavioral concerns unique to military children. 
The lack of knowledge concerning military children’s unique needs and behavior responses due 
to military related stressors can lead to misinterpreted symptoms, resulting in either lack of 
treatment or a missed diagnosis of deployment stress (Johnson & Ling, 2013). A study by Miller, 
Finn, and Newman (2014), found that although 75% of the providers in their study had military 
familiarity (a family member who served in the military); only 33% of them screened for 
military involvement. The lack of screening created missed opportunities in which the provider 
can assess family coping skills and deliver anticipatory guidance. Several studies suggest civilian 
providers lack the training needed to recognize the physical and psychological effects of 
deployment effects (Chandra et al., 2011; Murphy & Fairbank, 2013).  
Strengths 
Strengths found in the literature review were the use of theoretical underpinnings in 
several of the studies. Authors Osofsky and Chartrand (2013), describe the use of the attachment 
theory to correlate the symptoms expressed by the preschool child in relation to deployment 
stress. This is a reflection of earlier studies using the attachment theory as the basis to describe 
behaviors in relation to developmental milestones (Baker & Berry, 2009; Trautmann et al., 
2015). Another strength of the literature was the use of standardized tests to measure children’s 
psychosocial functioning. The most common standardized tests are the Child Behavioral Check 
List (CBCL), the Strengths and Difficulties Questionnaire (SDQ), and the Pediatric Anxiety 
Scale (PAS) (Mustillo et al., 2016; Lester at al., 2016; Lester et al., 2103; Chartrand et al., 2008). 
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Furthermore, serval studies had either clinical cutoffs or used national, community, or civilian 
samples for comparison measures (Mustillo et al., 2016; Lester et al., 2016). Other studies 
included data from all branches of the military (Trautmann et al., 2015; Mustillo et al., 2016). 
Lastly, common themes of how deployment stress is manifested related to the child’s 
developmental age exist across several studies (Chandra et al., 2011; Pexton et al., 2018; 
Charthand et al., 2008; Johnson & Ling, 2013; Flake et al., 2009). 
Weaknesses 
One of the weaknesses of the literature review is the lack of randomized controlled trials 
on signs and symptoms of deployment stress and the preschool-aged child (Waliski, Bokony, & 
Kirchner, 2012). Another weakness of the review of literature is the reliability of only the 
parental report for deployment stress symptoms. It was found sole use of the parental report for 
child response to deployment stress was skewed by the parental coping level (Bello-Uto & 
DeSocio, 2015; Lester et al., 2016). A few studies were limited due to the small sample size, no 
comparison data, such as the national norm, or limited time frame (no longitudinal data). 
Furthermore, several studies had small focused groups which limited the ability of the 
researchers to generalize findings (Waliski et al., 2012; Baker & Berry, 2009; Lester et al., 2016; 
Trautmann et al., 2015; Mustillo et al., 2016).  
Gaps in the Literature 
Although more than 40% of military children are six years of age or younger, there is a 
scarcity in the research investigating pediatric primary care provider’s knowledge on the 
recognition of the signs and symptoms of deployment stress within the preschool child. The lack 
of literature on education for providers on deployment stress in preschool children, highlights the 
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need for evidence-based education on recognizing signs and symptoms of deployment stress in 
this vulnerable population. 
METHODS 
Design 
This DNP pilot project utilized a one group, pre-test/post-test design to compare if 
provider knowledge about deployment stress in preschool children increased after completion of 
an evidence-based education presentation. A convenience sample of primary care pediatric 
providers was used for this study. Using a one group, pre-test/post-test design was appropriate to 
assess provider knowledge for recognizing deployment stress signs and symptoms in preschool 
children. Upon completion of the educational intervention, the pediatric primary care providers 
should have an increase in knowledge base for recognizing deployment stress in preschool 
children. 
Setting 
The setting for this DNP project was United Community Health Centers. The evidence-
based educational presentation was delivered by means of email. This setting was chosen since it 
is the primary care provider for approximately 200 plus military preschool-aged children.  
Participants 
Participants were recruited via email from the pediatric primary care staff at the United 
Community Health Centers located in, Green Valley, Sahuarita, and Vail, Arizona. This 
participant population is a form of convenience sampling which allowed for subjects that are 
more readily accessible to the researcher (Polit & Beck, 2017). The pediatric primary care 
providers at the United Community Health Centers are physicians and nurse practitioners. 
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Criteria for inclusion to this DNP study included: 1) primary care pediatric provider at United 
Community Health Center, 2) English speaking, and 3) access to the online survey. Exclusion 
criteria for this DNP projects included: 1) individuals who are not primary care pediatric 
providers at United Community Health Center, and 2) non-English speaking. 
Intervention 
An email was delivered to the identified champion and sent out to the pediatric primary 
providers at the United Community Health Centers. The email contained a consent and 
disclosure statement, the educational presentation, and a link to the online survey for a pre and 
post-test provided by the Qualtrics platform. The online educational intervention consisted of a 
25-minute evidence-based power point presentation on recognizing the signs and symptoms of 
deployment stress in the preschool child. Resources and validated screening methods were 
discussed as part of the educational content to use in the practice setting. Basic demographic 
information was collected for descriptive purposes and included as part of the pre-test. 
Data Collection 
Data collection included the pre- and post-test scores. To protect the identity of the 
participants a unique identifier was fabricated using the following: first letter of their name, the 
first letter of their mother’s maiden name and year of birth. The pre-test contained three 
demographic questions as well as 10 questions specific to deployment stress in preschool 
children (Appendix B). The post-test included the exact questions on deployment stress in 
preschool children as on the pre-test. In addition, the posttest included three, five-point Likert 
scale questions, anchored by “strongly agree,” and “strongly disagree,” to evaluate the evidence-
based educational presentation (Appendix C).  
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Data Analysis 
For the purpose of this DNP project, descriptive statistics were used to compare the 
responses on the pre- and post-tests and summarize the demographic information. This test is 
appropriate to measure the mean within a related group (Pilot & Beck, 2017). Basic pre-test and 
post-test design allowed the researcher to evaluate knowledge gain and provider behaviors or 
attitudes (Polit & Beck, 2017).  
Ethical Considerations 
As the practice of nursing moves to evidence-based research, ethics is a core quality 
needed to inform knowledge and integrate change into practice. Ethical considerations for this 
DNP project were met to abide respect for person, beneficence, and justice. Ethical consideration 
is needed to ensure a certain set of standards are present while conducting the study; primarily 
the protection of the participants from harm. It is the process by which the researcher collectively 
presents and demonstrates anticipated and unanticipated ethical issues in relation to the project to 
an ethics review board (Sellman, 2015).  
Respect for Persons 
Respect for persons is the principle that all individuals should be treated as autonomous 
agents. Respect for persons was met in this DNP project by including informed consent and 
protecting confidentiality by de-identifying the pre- and post-tests. Each participant was able to 
voluntarily give consent via Qualtrics survey and a unique identifier was created to allow for 
anonymity among the participants. This is how the researcher was able to compute mean scores 
of the pre-tests and post-tests.  
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Beneficence 
Beneficence is maximizing possible benefits while minimizing possible harms (U.S. 
Department of Health & Human Services, 1979). Beneficence was protected in this DNP study 
by disclosure of possible risks and anticipated benefits. Incentives were offered in the form of a 
$5 Starbucks card for completion of the pre-test and post-test. In addition, to equip pediatric 
providers with evidence-based resources, both online and community resources were included as 
part of the educational presentation. 
Justice 
The principle of justice is that all participants must be treated equally (U.S. Department 
of Health & Human Services, 1979). Justice was protected in this DNP project by providing the 
same educational presentation for all participants. 
RESULTS 
Description of Sample 
The sample included primary care providers (i.e., nurse practitioners [NP] and medical 
physicians [MD]). Each participant was employed at one of the United Community Health Care 
Centers located in the following cities of Arizona: Green Valley, Vail, and Sahuarita. A total of 
three providers consented to participate in the study of the available six primary care providers; 
giving a 50% initial response rate. Of the three providers who initially consented to participate, 
only two participants completed the pre-tests and post-tests and those results are the only data 
presented in the final analysis. The two participants who completed the pre and post-test where 
both NPs and indicated they had military affiliation (Table 1). 
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TABLE 1. Descriptive data of participants. 
 Number of Participants (N=2) 
Provider Profession NP: 2 
Military Affiliation (family or personal) Yes: 2 
How many military children do I serve? 
Provider #1: 51-100 
Provider #2: 101-150 
Pre-Test and Post-Test Data 
Of the two matched pretests and post-tests data, the correct pre-test scores ranged from 
60% to 80% with a standard deviation of ‘0.’ The correct post-test scores ranged from 60% to 
90% with a standard deviation of 2.12. The mean test scores were calculated; ‘7’ for the pre-tests 
and ‘7.5’ for the post-tests (Table 2).  
TABLE 2. Pre-test and post-test data. 
Question Number Pre-test Mean Post-test Mean Mean Difference 
1 0% 100% 100% 
2 100% 100% 0% 
3 50% 0 -50% 
4 50% 50% 0% 
5 50% 100% 50% 
6 100% 100% 0% 
7 50% 50% 0% 
8 100% 100% 0% 
9 0% 50% 50% 
10 100% 100% 0% 
Common Themes 
In comparing the descriptive analysis results, questions missed on the pre-test were 
questions 3, 4, 5, 7, and 9. Question 3 focused on identifying the factors that are directly 
associated with the psychosocial functioning of the child. Question 4 asked the participant to 
identify a theory to explain child response to deployment stress. Question 5 asked if deployment 
stress had a greater impact on the female gender. Question 7 asked the participant to select the 
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common signs of deployment stress in preschool children. Question 9 asked the participant to 
select the appropriate anticipatory guidance for a military child during the pre-deployment phase. 
DISCUSSION 
Lack of provider education represents a barrier to the screening of preschool children and 
potentially delineates military preschool children from receiving timely interventions (Seigel & 
Davis, 2013). Military preschool children are often overlooked if the facility does not screen for 
military affiliation. Therefore, the first essential piece in providing care for military families and 
the establishment of rapport starts with the education of providers on the issues military 
preschool children encounter. Education on military issues will create provider awareness to 
screen for military affiliation and ensure timely intervention to mitigate psychological and 
behavioral responses related to deployment stress (Creech et al., 2014; Padden & Agazio, 2013). 
The purpose of this DNP project was to educate primary care pediatric providers on the signs and 
symptoms of deployment stress in the preschool-aged military child. Current research suggests, 
that there are approximately two million children that will experience parental separation due to 
deployment and the associated stress of parental deployment (DoD, 2010). Furthermore, research 
also suggests that the primary pediatric primary care provider should screen for deployment 
stress in the military affiliated child (Murphy & Fairbank, 2013; Siegel & Davis, 2013). The 
current literature suggests that there is limited screening for deployment stress by pediatric 
primary care providers in the clinic setting — including providers who identify with military 
affiliation (Miller et al., 2014). Similar to the findings in the literature, both of the participants in 
this DNP project responded that although they had military affiliation they were unable to 
correctly identify the number of military children in their practice. Subsequently, although these 
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settings provide primary care for military children, they do not utilize any screening tools to 
identify military affiliation or screening tools to asses for the signs and symptoms of deployment 
stress in their practice — another consistent finding within current literature (Siegel & Davis, 
2013).  
This DNP project was aimed at increasing primary pediatric provider knowledge on the 
signs and symptoms of deployment stress in the preschool-aged military child. Both participants 
completed a three-question post-presentation evaluation anchored by “strongly agree” to 
“strongly disagree.” Satisfaction among participants was consistently rated as “agreed” to the 
following questions: “I will be able to integrate the knowledge I gained through this 
presentation;” “This education will be pertinent in my well child check visits with the preschool 
military child;’ and, “This presentation presented new information that I was unaware of.” The 
rated “agree” responses on the evaluation questions, supports that this educational presentation 
presented new and important information of the signs and symptoms of deployment stress in the 
preschool military child and could easily be integrated into clinical practice despite the low level 
of statistical data. Questions missed on both the pre-test and the post-test surveys focused on 
identification of factors directly associated to child psychosocial functioning (i.e. caregiver’s 
mental state, duration and frequency of parental separation); common signs and symptoms of 
deployment stress exhibited by the preschool-aged child; and appropriate anticipatory guidance 
the primary care provider can facilitate during the predeployment phase for the military family. 
On the evaluation of these questions, it is determined that more education is needed to highlight 
these specific topics. In particular, the mean difference for question 3 pertaining to factors 
directly influencing the psychosocial behavior of the child, resulted in the loss of a correct 
  
 
 
34 
response. There is not enough data to draw conclusions as to why this particular question faired 
poor results. This researcher can only hypothesize that either the presentation was not clear on 
the subject matter or the format of the question leads to confusion. Question 3 is written as a 
“select all that apply” question. In future studies, it may be wise not to include “select all that 
apply” questions to measure knowledge gain. Question 4 asked the participant to select the 
theory used to explain the child’s behavior in response to separation. The educational 
presentation did not highlight Attachment Theory in detail. Lastly, question 7 asked the 
participant to select the common signs and symptoms of deployment stress in preschool children. 
This question did not show any improvement despite being the main focus of the educational 
presentation. It is important to note in review of the sample of population, the participant whom 
showed no improvement was gained after the Director of Pediatrics extended the email to the 
FNPs at the United Community Health Care Centers to increase the sample size. The participant 
with the unique identifier NR1972 is a Family Nurse Practitioner (FNP) and not a Pediatric 
Nurse Practitioner. The FNP manages patients throughout the life span. Although FNPs treat and 
manage children, pediatrics is not their specialty and encounters may be limited. This researcher 
hypothesized that limited contact with pediatrics may contribute to the failure of recognizing 
age-specific developmental behaviors. The educational presentation did not review normal 
developmental preschool behavior before describing behaviors exhibited in times of stress. 
Creating a 25-minute online education presentation containing all the essential details in 
describing military culture, the effects of military deployments, and the signs and symptoms of 
deployment stress in preschool-aged children was challenging. Future studies may need to 
incorporate a review of normal preschool developmental behavior. Despite having low 
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participation for this DNP project, it is an important first step in identifying current practice 
standards/barriers for deployment stress screening in a pediatric primary care setting.  
Future and Clinical Practice Implications 
A future implication of this project is to focus on the sampling design — means to 
increase the number of participants, increase participant rates, and collection of participant 
characteristics. Although the sample was a strong representation of primary care pediatric 
providers, the sample size was small, and the participation rate was low. One way to increase the 
number of participants is to select clinical sites with larger sample size; the clinical sites were 
chosen for this DNP project only had a total of six providers. In addition, considering the sample 
of the population was a form of convenience sampling, the researcher could have offered an 
additional method to collect data. Thus, paper sampling may have been used in this DNP project 
to increase participation rates. This additional step may have resulted in the third participant 
completing the pre and post-test surveys and the data included in the final analysis. In this DNP 
project collection of demographics included: profession, military affiliation, and estimated 
number of military children in their practice. Future consideration of the demographics collected 
may benefit from collecting geographical data of the providers setting, rural or urban setting. 
Several studies suggest military members residing in rural areas have a greater disadvantage than 
active duty members residing close to base installations, in receiving culturally sensitive care 
provided by rural providers (Sogomonyan & Cooper, 2010). To this researcher’s knowledge, 
there is no evidence suggesting a difference in provider knowledge of the signs and symptoms of 
deployment stress categorized by provider profession (NP or MD) and therefore, future studies 
should be cautious of collecting such information unless measuring a specific outcome.  
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Another future implication could be an evaluation of the on-line delivery method. The 
evaluation of the on-line delivery method can inform the researcher of the preferred method of 
knowledge presentation so that the educational content in future studies can be delivered in the 
means most preferred by providers. Future studies could also aim to compare delivery methods 
by evaluating provider feedback. One method of delivery to contrast an online education is the 
provider pocket book suggested by the “I Serve 2” initiative. The pocket book is similar to the 
online education in regard to providing screening for military service, providing information on 
the deployment cycle and the related behavior response, and providing resources to guide the 
clinical decision-making process (Rossiter et al., 2016).  
The online educational presentation focused mainly on the signs and symptoms of 
deployment stress in preschool children. In addition, information was presented to explain the 
military culture and the significant impact deployment has within the family unit and the 
preschool child. The presentation ended by listing current evidence-based resources to equip the 
provider with tools he/she may use in the clinical setting when encountering a patient 
experiencing deployment stress. In evaluating the outcome measures of this DNP project 
determined by the pre- and post-test surveys, it is clear to this researcher that the aims of the 
study were not met. Future design of the online educational presentation should include 
education on how to incorporate validated screening tools for military affiliation and deployment 
stress within the workflow process of the clinic to ensure the sustainability of the intervention.  
Lastly, future studies can include content experts in the process of redesigning the 
educational presentation and surveys to increase the validity of the tools used to educate and 
measure the desired outcomes. Although this DNP project resulted in a small sample size that 
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limits any conclusion on its’ effectiveness, it is still an important first step in an important 
clinical issue that is relevant in pediatric primary care.  
Strengths and Limitations 
One strength of this DNP project included the use of a theoretical framework. Integration 
of the ACE Star Model was used to execute the project. Use of the framework guided the review 
of relevant literature and the ability to gather preliminary evidence to support the need for 
educational intervention and to integrate the intervention seamlessly into the practice setting. The 
results of the pre- and post-test evaluation of the online education showed an increase in provider 
awareness on the signs and symptoms of deployment stress in preschool military children. 
There are several limitations to this DNP project. The first limitation for this DNP project 
was the small sample size (N=2). This small sample size generated results with no statistical 
significance. Therefore, the results did not allow for inference if the online evidence-based 
presentation was useful in increasing provider knowledge. To aid in participation rates, the 
medical director of pediatrics sent out a reminder email encouraging the providers to complete 
the education. The additional email contained a $5 Starbucks gift card as an incentive and was 
extended to include the adult pediatric provider and the pediatric nursing medical assistance 
staff. This resulted in only one additional participant. The time to launch the project was also 
flawed as the organization was going through many changes: on-coming of new staff required 
training and education and change in roles within the organization. 
The second limitation for this DNP project was that although the presentation was 
evidence-based it has not been validated, therefore the audience should be cautious when 
reviewing the outcome measures of the pre-test and post-test data (Polit & Beck, 2017). Another 
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limitation of the DNP project was that the sample was only collected from small rural settings 
with no comparative data. Future studies should focus on obtaining a larger sample size and 
include results from both rural and urban settings to account for variables (Polit & Beck, 2017). 
The fourth limitation of this DNP project was the lack of variables collected in terms of 
demographics which limits the understanding of the provider population. Finally, a comment 
section in the post-presentation evaluation would have been beneficial in identifying themes to 
better tailor the online educational presentation to the intended audience.  
Relevance to DNP Essentials 
Clinical competency for the doctoral education of advanced nursing practice are outlined 
by the American Association of Colleges of Nursing (AACN) and are known as the Eight 
Doctoral of Nursing Practice Essentials (DNP Essentials) (American Association of Colleges of 
Nursing, 2006). The DNP Essentials prepares nurses to advance scientific research and apply 
evidence-based practice to impact patient and population outcomes in a variety of settings and 
roles (AACN, 2006). This project highlighted DNP Essentials I: Scientific Underpinnings for 
Practice and DNP Essential 3: Clinical Scholarship and Analytical Methods for Evidence-Based 
Practice. Fulfillment of these two DNP Essentials was met by a rigorous search of evidence 
based-literature on signs and symptoms of deployment stress in preschool military children. 
Synthesis of the literature and translation of the current research suggested that there was a lack 
of provider knowledge on recognition of the signs and symptoms of deployment stress in the 
preschool child. This new finding leads this researcher to launch a quality improvement project 
designed to integrate the new knowledge into practice. The quality improvement project was in 
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the form of an evidence-based online education presentation and was evaluated by use of a pre-
test and post-test.  
Conclusion 
To minimize the deleterious effects of deployment stress on preschool children, the 
current literature suggests primary pediatric providers should screen for military affiliation and 
signs and symptoms of deployment stress. Understanding of the unique aspects of military 
culture is vital for the pediatrician to understand the context of child behavior during periods of 
parental absence due to deployments (Siegel & Davis, 2013). When indicated, the provider 
should offer appropriate evidence-based resources and anticipatory guidance to facilitate optimal 
psychosocial functioning of both the child and the remaining caregiver (Easterbrooks, Ginsburg, 
& Lener, 2013; Siegel & Davis, 2013). Failure to screen or recognize military service may hinder 
the recognition of signs and symptoms of deployment stress in preschool children (Siegel & 
Davis, 2013; Murphy & Fairbank, 2013). For this DNP project, an online-evidence base 
educational presentation of the signs and symptoms of deployment stress in preschool children 
was created and delivered to primary care pediatric providers. Measurement of increased 
knowledge was done by comparing the mean between the pre-tests and post-tests scores. This 
DNP project did not result in statically significant findings due to small sample size (33% 
response rate, N=2) and therefore conclusions cannot be made that the online evidence-based 
educational presentation increased provider knowledge. Although there are plenty of studies 
investigating the impact of separation on children, they are mainly focused on maltreatment, 
death of a parent, caregiver incarceration, and foster care (Gewirtz & Zamir, 2014). This DNP 
project is one of the few to investigate the impact of separation due to deployment and one of the 
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first to analyze use on an online educational presentation to increase pediatric primary care 
providers of the signs and symptoms of deployment stress in preschool-aged children. Further 
studies are needed with larger sample sizes to determine if an on-line evidence base educational 
presentation will increase provider knowledge of identifying the signs and symptoms of 
deployment stress in preschool military children (Pinna, Hanson, Zhang, & Gewitz, 2017). 
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APPENDIX B: 
PRE-TEST SURVEY 
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PRE-TEST SURVEY 
 
Survey: Deployment Stress in Preschool Children 
 
1. Please indicate your decision to either participate in the study or withdraw from the study. 
a. I agree (participate in the study and take the test) 
b. I disagree (withdraw from the study and end the test) 
 
2. To protect your identify throughout the study, please make a unique identifier by sing the 
following: first letter of your name, first letter of your mother’s maiden name and year of 
birth (fill in the blank). 
 
Demographic Questionnaire 
 
Please answer the following questions about yourself. 
 
1. Please select your profession: _ 
 Nurse Practitioner 
 Physician 
 
2. How many military-connected children do you see at your office? 
 0-50 
 51-100 
 101-150 
 151-200 
 More than 200 
 
3. Are you or do you have any family associated with the military in the United States? 
a. Yes 
b. No 
c. Unsure 
 
Pre-test:  
 
1. What age group is most affected by deployment stress?  
a. Infants 
b. Preschool children 
c. School-age children 
d. Adolescents 
 
2. During the pre-deployment phase, young children are unaffected due to their developmental 
age and limited understanding of what’s to come. (True/False) 
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3.                              is/are directly associated with psychosocial functioning of the child. Select 
all that apply. 
a. Caregiver stress 
b. Number of siblings 
c. Frequency of deployments 
d. Duration of deployments 
 
4. A theory to explain child response to deployment stress is? 
a. Attachment Theory 
b. Social Interaction Theory 
c. Nurture Kinship Theory 
d. Social Learning Theory 
 
5. Girls are more affected than boys from deployment stress? (True/False)  
 
6. Deployment Stress increase with which factor/s. Select all that apply 
a. Duration of deployment 
b. Frequency of deployment 
c. Both  
 
7. Common signs of deployment stress in preschool children are: 
a. Regression to earlier stages of development 
b. Feelings of sadness 
c. Increased crying 
d. Increased separation anxiety 
 
8. Deployment stress has life long lasting effects on children? (True/False) 
 
9. During the pre-deployment phase, anticipatory guidance should focus on: 
a. Promoting stress relief activities 
b. Establishment of new routines 
c. Conversation on role confusion 
d. Stressing that children are emotional inclined to their surroundings 
 
10. Tools to screen for deployment stress in primary practice do not exist. (True/False) 
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POST-TEST SURVEY 
 
Survey: Deployment Stress in Preschool Children 
 
Post-test: 
 
1. What age group is most affected by deployment stress?  
a. Infants 
b. Preschool children 
c. School-age children 
d. Adolescents 
 
2. During the pre-deployment phase, young children are unaffected due to their developmental 
age and limited understanding of what’s to come. (Ture/False) 
 
3.                            is/are directly associated with psychosocial functioning of the child. Select 
all that apply. 
a. Caregiver stress 
b. Number of siblings 
c. Frequency of deployments 
d. Duration of deployments 
 
4. A theory to explain child response to deployment stress is? 
a. Attachment Theory 
b. Social Interaction Theory 
c. Nurture Kinship Theory 
d. Social Learning Theory 
 
5. Girls are more affected than boys from deployment stress? (True/False)  
 
6. Deployment Stress increase with which factor/s. Select all that apply 
a. Duration of deployment 
b. Frequency of deployment 
c. Both  
 
7. Common signs of deployment stress in preschool children are: 
a. Regression to earlier stages of development 
b. Feelings of sadness 
c. Increased crying 
d. Increased separation anxiety 
 
8. Deployment stress has life long lasting effects on children? (True/False) 
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9. During the pre-deployment phase, anticipatory guidance should focus on: 
a. Promoting stress relief activities 
b. Establishment of new routines 
c. Conversation on role confusion 
d. Stressing that children are emotional inclined to their surroundings 
 
10. Tools to screen for deployment stress in primary practice do not exist. (True/False) 
 
Presentation Evaluation: 
 
1. I will be able to integrate the knowledge I gained through this presentation into clinical 
practice.  
a. Strongly agree 
b. Agree 
c. Undecided 
d. Disagree 
e. Strongly agree 
f. Not applicable 
 
2. This education will be pertinent in my well child check visits with the preschool military child. 
a. Strongly agree 
b. Agree 
c. Undecided 
d. Disagree 
e. Strongly disagree 
f. Not applicable 
 
3. This presentation presented new information that I was unaware of. 
a. Strongly agree 
b. Agree 
c. Undecided 
d. Disagree 
e. Strongly agree 
f. Not applicable 
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Disclosure Form 
Introduction 
My name is Siobhan Assoon-Broady. I am a Doctor of Nursing practice student in a pediatric 
nurse practitioner program at the University of Arizona. As part of the requirements of my 
Doctor of Nursing practice degree, I am completing a Doctor of Nursing practice project. 
 
Purpose of Project 
The purpose of this project is: (1) improve provider knowledge on assessment of deployment 
stress symptoms in the preschool aged child, and (2) evaluate satisfaction with the content and 
delivery of this educational intervention. The goal is to increase knowledge and awareness with 
evidence-based education regarding identification of deployment stress in preschool children in 
the primary care setting.  
 
Why are you being asked to participate? 
You are being invited to participate in this project since you are healthcare providers that 
provides primary care for military children.  
 
Description of the project: 
This project entails two surveys; one administered before the educational intervention to measure 
current knowledge on identification of deployment stress in preschool children and the other 
administered immediately after the presentation to measure knowledge gain. In the surveys, there 
will be three demographic questions, 10 multiple-choice questions, followed by three rating scale 
questions to assess the delivery of the educational intervention. All data will then be 
summarized, and personal identification will not be recorded or shared. The educational 
intervention consists of a 20-minute PowerPoint presentation and will provide evidence-based 
education on identification of deployment stress in the preschool age child.  
 
Are there any risks? 
There are no anticipated risks with the participation in this project. All participants will be 
treated as autonomous agents and a summary of the findings will be kept anonymous. 
Furthermore, this project is being reviewed by the University of Arizona Institutional Review 
Board and United Health Community Center to be sure participants are protected.  
What are the benefits? 
The benefits of the study will be to improve pediatric primary care provider knowledge about 
identification of deployment stress in the preschool child.  
 
The study is voluntary 
After reviewing the disclosure statement, you have the option to withdrawal from the study and 
at any time you see fit. By completing the surveys, you agree to participate in this quality 
improvement project.  
 
Questions 
If you have any questions or concerns, please contact Siobhan Assoon-Broady by email at 
assoonbroady@email.arizona.edu 
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August 3, 2018 
 
University of Arizona 
Human Subjects Protection Program 
1615 E. Helena St. 
P.O. Box 245137 
Tucson, AZ 85724 
 
Dear Human Subjects Protection Program Members: 
 
This is to certify that Siobhan Assoon-Broady, PNP Student has permission to perform a quality 
improvement project entitled “Educational Presentation to Increase Primary Care Pediatric 
Provider Knowledge on Deployment Stress in Preschool Aged Child.” For this project, Mrs. 
Siobhan Assoon-Broady has permission to conduct an assessment of primary care providers’ 
knowledge on deployment stress and to implement a brief educational presentation about 
deployment stress in preschool aged children at United Community Health Center clinics for 
partial fulfillment of the requirements for the Doctor of Nursing Practice degree at the University 
of Arizona College of Nursing. 
 
For this project, Mrs. Siobhan Assoon-Broady has been granted full, unrestricted access to the 
clinical site from August 2018-October 2018. This project will be conducted by an online 
educational presentation and survey distributed via email to the pediatric providers at the 
following clinics, Vail, Green Valley and Sahuarita.  
 
I understand that Mrs. Siobhan Assoon-Broady will be conducting this DNP project with IRB 
approval from the University of Arizona. 
 
Sincerely, 
 
Racheal Ramsower, DO 
Pediatric Director 
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INVITATION AND DISCLOSURE EMAIL 
 
*Email will be sent by the pediatric nurse practitioner Lynn Murphy to all primary care providers 
at United Community Health Clinic, located in Green Valley, Vail, and Sahuarita, Arizona.  
Greetings! 
YOU ARE ALL INVITED!!! 
To take a brief quality improvement project with a PowerPoint presentation on recognizing the 
signs and symptoms of deployment stress in the preschool aged child. This quality improvement 
project was developed by Siobhan Assoon-Broady, a DNP-PNP student at the University of 
Arizona. The project includes a brief pre and post survey in additional to an evidence based 
educational presentation. Total time estimated to complete all materials is 20-30 minutes. Please, 
join us in supporting Siobhan Assoon-Broady fulfill the requirement of her Doctorate in Nursing 
Practice; there is a lot of great information to learn here! If you have any questions, please feel 
free to contact Siobhan Assoon-Broady at assoonbroady@email.arizona.edu. 
Kind Regards, 
Lynn Murphy PNP 
 
*The disclosure form will be attached to this email in PDF form. 
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Detailed PowerPoint Outline 
Slide 1 
 Title  
Slide 2 
 Introduction of the PowerPoint 
Slide 3 
 Overview and Objectives of the PowerPoint 
Slide 4 
 Define military culture and deployment stress 
 List and recognize stages of the deployment cycle 
Slide 5 
 Prevalence of military in Tucson, Arizona and surrounding areas 
 Significance of deployment in the 21st century and military transitions 
Slide 6 
 Symptoms of deployment stress and supporting literature 
Slide 7 
 Risks for deployment stress and supporting literature 
Slide 8 
 Protective factors for deployment stress  
Slide 9 
 What is the Role of the pediatric primary care provider and supporting literature 
Slide 10 
 How to identify and screen for military children in primary practice 
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